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POLICY:

It isthe palicy of the Department of Corrections to establish reporting procedures regarding notification of
local authoritiesin the event of an offender's deeth at Department facilities and programs.

AUTHORITY:
53-1-203, MCA. Powers and Duties of the Department of Corrections
Nationad Commission on Correctional Hedth Care:
- Standards for Hedlth Servicesin Prison, 1997
- Standards for Hedlth Services in Juvenile Detention and Confinement Fecilities, 1995
46-4-122, MCA. Human Deaths Requiring Inquiry by Coroner.

DEFINITIONS:
Death meanswhen anindividuad has sustained ether irreversble cessation of circulatory and respiratory
functions or irreversible cessation of dl functions of the entire brain, including the brain sem. Degth can

be pronounced by any individua but can only be certified by aphysician or coroner. (50-22-101, MCA)

M ortality Review means a process of evauating the cause of death and the events preceding and

following the event to ascertain if any area could be improved.

Sentingl Event means a sudden unexpected event in the course of overdl care. Thismay be asystem

issue or unexpected direct complication. The death of an inmate dways becomes a sentind event.

V. PROCEDURES:
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A. Notification

1.

In the event of an offender's deeth, the nurse or staff in charge must notify the Command Pogt,
locd facility manager/nursing supervisor, the responsible physician, and the
Warder/Superintendent/Program Manager or designee.

In the event of an offender's death, the Wardern/Superintendent/Program Manager or designee
will notify the Medica Examiner/Coroner, Department Investigator, and appropriate law
enforcement officids. A post mortem examination will be requested by the
Warden/Superintendent/Program Manager or designee.

The Department Director will be notified immediatdly by phone of dl offender deaths.

B. Progress Notesand Incident Reports

Progress notes shal be made by the nurse on the case as soon as possible but no later than the end
of the shift, citing witnessed facts concerning:

1.
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time of expiration,

nature of death,

circumstances surrounding nature of degth at thet time,
treatment rendered (if any),

persons notified of deeth, and

whether an autopsy was requested.

Incident reports shall be made by al staff witnessing the desth as soon as possible but no later than
the end of the hift.
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C. Rdeaseof Information

Department personnel are not to release information concerning the deeth to outside media, eg.,
newspapers, reporters, etc. All such questions are to be referred to the Warden/
Superintendent/Program Manager or the Public Information Officer.

Report of Offender Death and Health Record

Within 24 hours, the locdl facility manager/nuraing supervisor will complete and forward a report of
offender degth to the Department Director, Professona Services Divison Adminigrator, and to the
Investigation Unit with a copy of the offender's health record. The origina health record isto be kept
in alocked cabinet on ste. All entrieswill be completed in the health record. All pages on the hedth
record will be numbered.

Continuous Quality I mprovement Review
The Hedth Services Manager will coordinate the mortaity review/senting event within 30 working
days of the offender's desth.

In the event a continuous quality improvement program is not fully implemented at the very leest, a
mortdity review will be conducted. The Hedlth Services Manager will notify al necessary disciplines
involved, including medica (physicians, nurses, etc.), menta hedth, and custody staff. This multi-
disciplinary effort will determineif there was a pattern of symptoms which might have resulted in
earlier diagnoss and intervention. Additiondly, eventsimmediately surrounding the desth will be

reviewed in order to determine if appropriate interventions were undertaken.

Review by Medical Examiner/Coroner
All offender deaths and subsequent reports will be reviewed by the Medica Examiner/ Coroner.

V. CLOSING:
Questions concerning this policy shall be directed to the Department Hedth Services Manager.



